Levels of visual impairment in a day centre for people with a mental handicap
Introduction More people with a mental handicap are now living in the community. Individuals in hospital receive their care from the hospital service and should be assessed by medical staff. In the community there is no assurance of review and to get help for a problem it first must be recognized before help can be obtained. People with a mental handicap are likely to be at a disadvantage both in recognizing a problem in themselves and in organizing help. Carers, both at home and in day care, moreover, may not notice an insidious change in eyesight.
In Great Britain, adults generally visit an optometrist if they require a sight test. Most people with a mental handicap receive benefits and so they are exempt from the recent introduction of a charge for this service.
Jaeger! described the particular eye problems associated with Down's syndrome. About a quarter ofthe adults in a day centre would be expected to have Down's syndrome", so that this consideration alone suggests that screening this group would give a high yield of disorders, some of whom benefit from treatment, optical or otherwise.
Woodruff et al. 3 screened 1242 people in a large institution in Canada for refractive and ocular anomalies and -Iacobsont examined 228 adults in an institution in Sweden. Both studies discovered many previously unidentified anomalies requiring intervention. Recently, Aitchison-described the ocular abnormalities found in 367 residents of Stoke Park Hospital for the Mentally Handicapped. The sample is older and hospitalized and is different from that encountered in a day centre. We therefore designed a study to investigate the degree of visual impairment in a sample of adults with a mental handicap attending a day centre.
Correspondence to Dr A R Haire, 65 Lee Road,Blackheath, London SE3 9EN Method Seventy-five adults attending a day centre for people with learning difficulties have been the subject of a previous study" looking at general health care needs. This represents half the people attending the day centre. The sample is balanced for sex, age, level of intellectual impairment, additional handicaps and racial groups. This paper is the ocular 'arm' of the study.
All examinations took place in the hospital eye clinic except 10 who were cared for in the special care unit, two who were autistic, and one who had a particular dislike of doctors. These 13, and another two who had failed to attend for their hospital appointments were seen at the day centre.
Sixty-one of the 75 were seen. Four were not seen because their families were unhappy about the examination, and seven were able to give consent themselves and refused. Three people missed their appointments. We therefore examined 81% of the sample.
Carers were questioned about medication, medical history, type of secondary education, eye sight testing, and the use of glasses. Both the home carer and the day centre key worker were asked if they were aware of any problem with the person's eyesight.
The optometrist <MPR) attempted to measure visual acuity. Individuals were asked firstly to try reading letters on a Snellen chart, and if not reliable, the Stycar seven letter card was used. Kay pictures were used if the person was unable to match letters. If the acuity was found to be below 6/9 a pinhole test was attempted. The optometrist also checked for strabismus using the cover and alternate cover test, and retinoscopy with and without cycloplegia.
The ophthalmologist (SAV) then examined the individual with a slit lamp and direct ophthalmoscopy. Indirect ophthalmoscopy and a Pulsair non-contact tonometer were used when clinically necessary.
Results
The age range of the sample is shown in Table 1 . Thirty-six (59%) were male and 25 (41%) were female.
Nineteen (31%) had Down's syndrome. Twenty-four (39%) had no known reason for their mental handicap, and 18 (30%) had a collection of other diagnoses including two who had autism. Of the total sample 12 people had cerebral palsy.
Forty-six (75%) lived in their family home, and 11 (18%) lived in staff accommodation. A further three lived in a family home arranged under the Adult Placement Scheme and one had his own tenancy. Five of the people in staff accommodation were in the special care unit of the day centre and lived in a 0141-0768/91/ 090542·03/$02.00/0 It is current practice not to measure the intelligent quotient in such individuals so, to describe the sample we recorded the type of secondary school people attended. Twelve (20%) attended an educationally subnormal (moderate) school, and 32 (51%) an educationally subnormal (severe) school. Eighteen (29%) were too old to have been to schools introduced after the 1970 Education Act and they had attended a junior training centre. This last group would now, almost all, require education in a school for children with severe learning difficulties. Ten (16%) were in the day centre's special care unit.
The carers were aware that two people had been registered as blind, and two as partially sighted. Twenty-two (36%) wore spectacles, and two had had squint surgery. Ten (53%) of the people with Down's syndrome wore glasses.
Two other people had spectacles, one of whom was registered as partially sighted, but neither the home carers nor the Day Centre staff knew these facts, or were aware that there was any visual impairment.
Eighty-one per cent of the people with spectacles had had their eyes tested in the preceding 5 years, 10 (48%) in the last year. Only 10% of the people without glasses had had their eyes tested in the last 5 years. Of those with Down's syndrome, all 10 who wore glasses had had their eyes tested in the last 3 years. However, none of the nine without glasses had had their eyes tested for at least 5 years. Two (11%) of this group were found to have vision of 6/36 or worse, uncorrected. Considering the method of acuity assessment, 18 (30%) could read the Snellen chart, and 21 (34%) could match letters.
Fourteen (23%) required testing with Kay Pictures, 11 naming the pictures and three using Makaton signs. We were unable to measure acuity in eight (13%) individuals, all of whom were cared for in the special care unit.
Fifteen (25%) required cycloplegia for an accurate refraction and seven needed indirect ophthalmoscopy to exclude retinal·pathology. Refraction and fundoscopywere impossible in two people. One was already registered blind, and the other did not co-operate.
Excluding those registered blind or partially sighted, 10 (16%) were found to have a manifest squint. Of the 19 people with Down's syndrome, four had a manifest squint.
The refraction results are shown in Table 2 . Table 3 shows the prescription of spectacles, and the method used to test acuity. Ten people were given spectacles who did not already have them, and in six of these the prescription exceeded two dioptres in both eyes. Two people, who were mildly myopic, did not like wearing their previously-prescribed spectacles and as both had an unaided acuity of at least 6/12 in one eye, their carers were told not to insist on their use. In one case the prescription was changed.
Seventeen (28%) people had an acuity of 6/18 or worse in their better eye with or without glasses on initial testing. Two carers had been asked about the eyesight of each person. Twenty-four (70%) of the carers were unaware of any visual impairment in these charges, and only five (15%) recognized a problem existed (P=O.OOI, chi-squared analysis). Table 4 shows the action taken following the examination, and Table 5 the new pathology found. Of the people with Down's syndrome, 68% had pathology requiring management decisions. Prior to our study, only two of these individuals had been seen by an ophthalmologist.
Discussion
The age distribution of the sample and the balance of male to female are considered representative of a typical day centre populations. However, the number of people with Down's syndrome (31%) is higher than the average (22.1%)2. Administrative factors, particularly the location of residential care facilities can vary the population of people with a mental handicap in a health district considerably. We would not claim, therefore, that this sample is representative of every day centre, but that it is representative of a majority of day centres with a special care unit. Table 5 . Additional pathology noted Table 4 . Positive intervention following screening Table 3 . Acuity testing and spectacle prescription would have been able to use the standard tests of Snellen chart with a pinhole test on 30% (95% confidence limits are 18.5% to 44.5%) of our sample. Of this group of 18 people, seven had eyesight of 6/12 or better in both eyes. This suggests that a general practitioner would have to refer 89% of such mentally handicapped people for assessment of best corrected acuity. In addition, 25% of our sample required cycloplegia for accurate refraction further emphasizing the optometrist's advantage. In Jacobson's institutionalized sample, 30% were given glasses, and 6-8 months later 74% were still using them. Bader and Woodruff? found a significant improvement in a large range of behaviours and activities after fitting glasses. The improvement became evident after the first month's use, suggesting a period of adaption. As the people in our sample were less handicapped, the prescription of glasses to improve acuity would be expected to benefit the individual concerned.
Thirty per cent of our sample required intervention. 77.8% of these would have been satisfactorily managed by an optometrist (95% confidence limits are 58.4% to 97.2%). However, carers cannot be relied upon to recognize visual impairment in their charges, and so there is no substitute for screening.
Our study suggests that apart from the people in the special care unit, a high street optometrist using cycloplegia when necessary, would be able to assess the visual status of such individuals, and prescribe glasses where necessary. Referral to an ophthalmologist via the general practitioner could then take place if considered necessary.
Health care workers involved with people with a mental handicap should ensure their visual status is assessed at least as often as is the norm in the general population. The number of refractive errors and the pathology we found was not comparable to that found in a sample of institutionalized adults. In Jacobson's', Woodruff's-and Aitchison's" more disabled samples the rate of pathology was higher than in our sample.
We did not test near vision. Preliminary efforts seemed unreliable as it was difficult to keep the distance between the test card and the eyes constant and retain co-operation. Most of the people seen were too young to expect presbyopia and we relied on refraction to predict problems of near vision. Our attempts to test acuity using a pinhole were unsatisfactory. It is not possible to match letters through a pinhole.
Although most people with glasses were having their eyes tested by a high street optometrist, very few of those without glasses were. As we estimated that everyone in the sample would be eligible for a free eye test, finance cannot be the reason for this difference. Of the 10 new prescriptions, nine were given to people who could not read a Snellen chart but needed more specialized forms of testing.
Could a general practitioner assess the vision of our sample? We can assume that general practitioners
